Abstract
Introduction
Worksite health promotion programs are an effective approach for improving the overall health of working adults in the United States (1) . Nearly 38% of American adults are obese (2). Because the average employee spends 7.6 hours per day at work (3), the workplace is an important place in which to influence the behavioral and environmental determinants of obesity (4). Worksite health promotion programs that focus on improving nutrition, physical activity, or both have produced reductions in weight and body mass index (5). Worksite health promotion programs may be a powerful, cost-effective strategy to prevent obesity and promote health among US adults (6-10).
The Centers for Disease Control and Prevention's (CDC's) Worksite Health ScoreCard (HSC) is a tool for employers to assess the implementation of evidence-based worksite health promotion interventions (11) . The HSC consists of 16 components that each include a list of evidence-based strategies. It has been used by state health departments, worksites, and their partners as a tool to expand implementation of evidence-based worksite practices, assist with creating sustainable programs, assess implementation, evaluate environmental changes, and track program components (12) .
The opinions expressed by authors contributing to this journal do not necessarily reflect the opinions of the U.S. Department of Health and Human Services, the Public Health Service, the Centers for Disease Control and Prevention, or the authors' affiliated institutions.
This review had 2 primary objectives: 1) to use the HSC as an evidence-based framework to examine physical activity strategies of worksite health promotion programs, and 2) to compare the frequency of using selected worksite health promotion strategies (included in the HSC) among programs that reported improving physical activity among employees.
Methods
We conducted a scoping review in August through October 2015. A scoping review is a synthesis of the literature, typically conducted as a preliminary investigation to identify the range and nature of existing research (13) . Scoping reviews provide insight into gaps in research (13) . Our review aimed to identify articles that described a physical activity component (eg, promoted increased physical or reduced sitting time) of a worksite health promotion intervention and to determine which strategies were most effective.
We identified articles by using the OneSearch engine (www.hshsl.umaryland.edu). This search engine provides an access point to 60 databases; a single search on OneSearch can identify articles from various search engines. We used the following keywords to find peer-reviewed articles that were published from January 2000 through July 2015: "worksite health promotion" or "employee health" and "physical activity." To further identify potential articles, we added the search terms "organizational support" or "policy." We reviewed titles and abstracts for studies that focused on improving physical activity behaviors. To supplement the search, we examined reference lists from relevant articles. The article selection was driven by a logical approach that partly reflected our own opinion and expertise in the field of worksite health promotion. We did not limit the search to specific study designs, outcomes, or worksite characteristics (eg, sex or age of participants; size, setting, number of employees; location of worksite).
Study selection
After an initial search, we reviewed titles and abstracts to determine articles that met inclusion criteria. The following inclusion criteria were used: the intervention took place in a workplace, the program included components that involved physical activity, and the study was published in English. We excluded any articles that did not provide enough details about the program components to analyze by using the HSC. Only full-length articles were considered. After an initial screening of the articles, we selected 18 for review; they were published from 2002 to 2015. Because we did not limit the types of studies designs that were included for this review, we did not systematically evaluate the quality of the evidence.
Data extraction
The HSC covers 16 topics (eg, tobacco control, nutrition, stress management, physical activity, organizational supports). We focused on the topics of physical activity and organizational supports (Table 1) . These were selected because physical activity has stronger benefits for disease prevention, weight control, mental health, stress management, and productivity compared with other topics of the HSC (14, 15) , and because a perception of organizational commitment is associated with physical activity outcomes (16) (17) (18) . CDC defines each topic with a set of questions, or strategies (18 for organization supports and 9 for physical activity). We selected these strategies because worksite physical activity that incorporates environmental support, coaching, and a combination of physical activity components has potentially positive effects on employee weight outcomes (19) (20) (21) (22) .
The HSC assigns point values of 1, 2, or 3 (1 = good, 2 = better, and 3 = best) to indicate the level of effect each strategy has on the associated health topic or outcome and the strength of evidence for this effect (eg, brochures = 1 point, lifestyle counseling = 3 points). Among the 18 organizational supports strategies included in the HSC, 5 are categorized as good, 11 as better, and 2 as best. Among the 9 physical activity strategies, one is categorized as good, one as better, and 7 as best.
The lead author (L.K.P.) searched for strategies listed in the HSC and extracted information on these strategies from the articles. The lead author then sent a random sample of articles for abstraction to the 2 coauthors. This process revealed consistency in abstraction and validated the abstraction conducted by the lead author. We assessed 25 of the 27 HSC organizational supports and physical activity strategies. We chose not to extract information on 2 HSC strategies described by the following questions: "During the past 12 months, did your worksite 'have an annual budget or receive dedicated funding for health promotion programs?" (better) and "provide free or subsidized self-management programs for physical activity?" (best). We did not extract this information because all the included studies had a physical activity program (a criterion for inclusion) and all had some type of funding, which meant that these measures would not vary. We included the strategy described by the question "During the past 12 months, did your worksite conduct ongoing evaluations of health promotion programming that use multiple data sources?," but all studies confirmed multiple data sources.
We reviewed and assessed articles by using the HSC as a framework for evaluating the relevant organizational supports and physical activity strategies of each program. The lead author (L.K.P.) PREVENTING CHRONIC DISEASE VOLUME 15, E84 PUBLIC HEALTH RESEARCH, PRACTICE, AND POLICY
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used the HSC strategies as a checklist for each article. After creating the side-by-side comparison of HSC strategies by study, we then determined whether the studies reported significant (P < .05) improvements in physical activity.
Results
Eighteen articles were identified, and all included an intervention; however, the study designs varied. Ten studies used randomization (23) (24) (25) (26) (27) (28) (29) (30) (31) (32) , including wait-list control groups (24, 25, 31) , random allocation (23, (27) (28) (29) (30) 32) , and a crossover design (26) . Among the 8 remaining studies, 5 used a single-group pre-post design (33-37), 1 employed a non-randomized controlled trial (38), 1 used a non-randomized interrupted-time-series approach (39), and 1 used a quasi-experimental design (40). Five of the studies were pilot studies (26, 34, 36, 37, 40) , and 4 were feasibility studies (24, 29, 32, 35) (Table 2 ).
Studies targeted a diverse group of worksites, including deskbased (24, 26, 34, (37) (38) (39) , manufacturing (25, 27, 29, 31, 36) , and health care worksites (23, 33, 40) . Two studies conducted programs in multiple settings (eg, a university and a bus company) (30,35), 1 study evaluated a public school setting (28) , and 1 study evaluated a university setting (32) .
Sample sizes varied, both in number of worksites and number of employees enrolled or evaluated. Twelve studies assessed a single worksite (23, 26, 27, 29, (31) (32) (33) (34) (36) (37) (38) (39) , and 6 studies tested their worksite health promotion program in multiple worksites (24, 25, 28, 30, 35, 40) . Most studies enrolled or evaluated fewer than 100 participants, with 5 evaluating 50 or fewer participants (26, (37) (38) (39) (40) ) and 5 evaluating 51 to 100 participants (24, 29, 32, 34, 35) . Three studies included 101 to 249 participants (23, 27, 31) . Larger studies included those enrolling 250 to 749 participants (25, 36 ) and more than 750 (28, 30, 33) . Multiple countries were represented in the included studies. Only 7 of 18 studies were conducted in the United States (23, 25, 27, 28, 37, 39, 40) .
Intervention component: organizational supports
Best. Five studies mentioned tailoring program and education materials to the target population. Three studies conducted employee health risk assessments (HRAs) (25, 33, 36) .
Better. All studies positively answered the organizational supports question, "During the past 12 months, did your worksite conduct ongoing evaluations of health promotion programming that use multiple data sources?" Nine studies provided incentives for participating in the intervention study (23, 25, 26, 31, (33) (34) (35) 37, 40) , and 1 study provided incentives for participating in the wellness program as a whole (39). Eight studies reported involvement and support from management (26, 30, 33, 34, (36) (37) (38) (39) . Seven studies used natural helpers or peer champions as advocates of the program (25, 28, 30, 33, 35, 37, 40) .
Five studies used competitions to support employees in making behavior changes (28, 30, 33, 35, 40) . Flexible work schedule policies were found in 5 studies (29, 33, 36, 39, 40) . Four studies (24, 28, 33, 38 ) mentioned a designated health promotion coordinator, but only 1 indicated that the health promotion responsibilities were part of their paid employment and job responsibilities (33), 1 was a designated liaison between the research team and employees (38), 1 was named team leader of the health and well-being group (24) , and 1 indicated that a stipend was provided (28) . Three studies mentioned a health promotion committee (34,38,39). One study discussed annual health promotion organizational objectives (33) . One study mentioned engaging in other health initiatives in the community (33) .
Good. Program promotion and marketing efforts were found in 9 studies (23, 26, 27, 30, (32) (33) (34) 37, 40) . Flyers and newsletters were used in 5 studies (23, 26, 27, 32, 40) , 2 studies used branded programs and logos (30, 33) , and 1 study offered a program kick-off party (37). Finally, only 1 study mentioned including family members in the worksite health promotion program (23), 1 study mentioned using role modeling to promote behavior change (30), 1 study conducted an employee needs assessment for planning health promotion activities (33) , and 1 study included employee health in business objectives/organizational mission statement (37).
Intervention component: physical activity
Best. Nine studies used physical activity programs (other than the use of an exercise facility) (24, 25, 28, 32, 33, (35) (36) (37) 40) . Among these studies, 6 provided on-site exercise classes (28,33,35-37,40), 5 used walking groups (24, 25, 28, 32, 35) , 2 used structured physical activity breaks (37,40), and 2 used stretching classes (25, 36) . Five studies provided other environmental supports for physical activity (24, 28, 32, 33, 40) . Four studies provided maps of walking routes (24, 28, 32, 33) , 1 provided locker rooms (28) , and 1 provided video games and DVDs on-site to promote physical activity onsite when the interventionist was not there (40). Four studies provided on-site exercise facilities (28, 33, 35, 40) . Two studies subsidized or discounted gym memberships (26, 33) . One study indicated promoting the use of stairs (33) .
Five studies included fitness assessments with follow-up counseling (23, 29, 34, 38, 40) . Four studies used pedometers (23, 29, 34, 40) , and 2 studies used accelerometers (26, 38) . Follow-up counseling PREVENTING CHRONIC DISEASE VOLUME 15, E84
PUBLIC HEALTH RESEARCH, PRACTICE, AND POLICY JUNE 2018
www.cdc.gov/pcd/issues/2018/17_0463.htm • Centers for Disease Control and Preventionincluded dietitians and medical professionals (23) , occupational health nurses (34), nursing assistants (40), masters-level health coaches (38), and personalized weekly emails about step counts and health information (29) .
Better. Nine studies incorporated educational classes or seminars addressing physical activity (23, 25, 27, 31, 33, 34, 36, 38, 40) . Among these, 1 study provided an educational class summarizing the health consequences of excessive sitting (38). Eight studies conducted face-to-face sessions (23, 25, 31, 33, 34, 36, 38, 40) , and 1 study provided online video classes (27) .
Good. Eleven studies provided employees with information on the benefits of physical activity (23, 25, (27) (28) (29) (30) (31) (33) (34) (35) (36) , and 1 study provided information about the benefits of sitting less (38). One study indicated that physical activity resources were provided but did not specify what types of resources were provided (39).
Effect of worksite health promotion program on physical activity and alignment with HSC Table 3 shows the frequency of HSC strategies (organizational supports and physical activity) among the studies included in this review, including a comparison of HSC strategies did and did not result in significant (P < .05) improvements in physical activity. All studies targeted physical activity; 15 studies also measured physical activity behavior. Studies that did not measure physical activity behavior measured readiness to change physical activity (36), physical activity quality of life (31) , and implementation of physical environment and policy intervention strategies (eg, implementation of a walking group) (28) .
Eleven studies showed significant improvements (23, (25) (26) (27) (32) (33) (34) (35) (36) 38, 39) . Examples of physical activity improvements include the following: general increased physical activity (27, 32, 33) , decreased sitting time (26, 38, 39) , increased steps (23,34), increased standing time (26, 38) , stretching/flexibility (25) , days of physical activity (35), minutes of physical activity (27) , active travel (33) , increased activity at work (33) , and increased readiness to change (36).
Organizational supports. The most common HSC organizational supports strategies that produced significant physical activity improvements were leadership support, incentives, and marketing. Among the 8 studies demonstrating leadership support, 6 produced improvements in physical activity or sitting behaviors (26, 33, 34, 36, 38, 39) . Among the 8 studies that indicated using promotion and marketing, 5 produced significant physical activity improvements (23, 26, 27, 32, 33) . Among the 10 studies that used or combined incentives with other strategies, 7 produced significant results (23, 25, 26, (33) (34) (35) 39 ).
In a comparison of the organizational supports HSC strategies that resulted in physical activity improvements and those that did not result in improvements, 5 strategies that resulted in improvements emerged: leadership support, incentives, employee HRAs, active health promotion committees, and marketing (Table 3 ). All 3 studies that had an active health promotion committee (34,38,39) and that conducted employee HRAs had significant improvements (25, 33, 36) .
Physical activity. Of the 11 studies with significant physical activity improvements, the 4 most common physical activity HSC strategies were 1) providing information on the benefits of physical activity; 2) providing physical activity classes, seminars, or workshops; 3) providing organized physical activity programs; and 4) providing or subsidizing fitness assessments, follow-up counseling, and physical activity recommendations. Seven of 11 studies that provided information on the benefits of physical activity had significant improvements (23, 25, 27, 29, (34) (35) (36) . However, 4 of the 7 studies that did not produce significant improvements also included information on physical activity benefits (29) (30) (31) 40) .
Among the 9 studies that provided physical activity seminars, workshops or classes, 7 had significant improvements (23, 25, 27, 33, 34, 36, 38) . Among the 9 studies that provided organized individual or group physical activity programs, 5 had significant improvements (25, 32, 33, 35, 36) . However, 4 of the 7 studies that did not produce significant improvements also provided organized programs to employees (24, 28, 37, 40) .
In a comparison of the physical activity HSC strategies that resulted in physical activity improvements and those that did not result in improvements, 2 components that resulted in significant improvements emerged: subsidizing or discounting the cost of exercise facilities and providing physical activity seminars, classes, and workshops (Table 3 ).
Discussion
The worksite provides an important setting for addressing the adult obesity epidemic and improving the health of the working population by targeting physical activity. Research consistently demonstrates a relationship between worksite health promotion programs and improvements in health behaviors of employees. This scoping review highlights evidence-based worksite health promotion strategies promoted through the CDC's HSC. The HSC organizational supports strategies of leadership support (better), incentives (better), employee HRAs (best), and active health promotion committees (better) and the physical activity strategies of subsidizing or discounting the cost of exercise facilities (best) and providing physical activity seminars, classes, and workshops (better) showed the greatest impact on physical activity improvement.
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Each of these findings can be used to guide recommendations for future worksite health promotion research and practice. All notable strategies were categorized, by using a point system, as either better or best, reinforcing the importance of these components. Using the HSC to synthesize these findings also demonstrates the need to promote the use of a framework for worksite health promotion planning and evaluation.
Although improvements were found among programs using leadership support, less than half of the studies used leadership support, and even fewer studies implemented policies, such as flexible scheduling or paid breaks, that support the worksite health promotion program in encouraging employees to engage in physical activity. Leadership support increases worksite health promotion participation, reduces job stress, and improves health behavior (41-44). These studies demonstrate areas of focus for future worksite health promotion programs. Leadership support and other key HSC organizational supports strategies should be further explored and assessed, including the strategies that did not have a significant effect on physical activity, such as using competitions, having a paid health promotion coordinator, having champions advocate for the program, using role modeling and success stories in marketing, and including health in business objectives, to further understand the importance of creating a supportive worksite health promotion environment for employees.
Similarly, although the use of health champions was common in our studies, the lack of physical activity improvement raises questions about the definition of a health champion, the types of incentives health champions are offered, and the relationship between health champions and coworkers. Previous studies found that some of the best strategies for improving employee health include using leaders as mentors and champions of workplace values (45), creating a corporate culture that acknowledges the importance of employee health and offering participation-friendly corporate policies and physical environments (46). Future worksite health promotion research should explore the effectiveness of organizational supports strategies and their effect on both healthrelated outcomes and job satisfaction outcomes.
We observed a trend among interventions demonstrating improvements in physical activity behaviors and the use of activity trackers. Although the use of activity trackers is not included in the HSC, 9 of the 11 studies that showed improvements in physical activity behaviors or activity at work used pedometers (23, 24, 29, (32) (33) (34) (35) or accelerometers (26, 38) . Therefore, the inclusion of a pedometer or other activity tracker, other than or in addition to self-report, could be a key contributing factor to motivating participants to increase their activity levels. The addition of an activity tracker strategy to the HSC could be considered.
Finally, the role of organizational supports may strongly influence program effectiveness through incentives, HRAs, leadership support, health promotion committees, and marketing. Previous studies identified the positive impact of organizational supports on employee well-being and work engagement (47,48). We also found that organizational supports strategies had an impact on physical activity. A greater number of organizational supports strategies (n = 3) than physical activity strategies (n = 2) produced significant physical activity improvements. This finding reinforces the importance of creating a supportive workplace environment and culture when targeting physical activity behaviors. Future physical activity worksite health promotion programs should promote and evaluate organizational supports strategies in addition to physical activity outcomes.
Studies that incorporate needs assessments to gauge employee preferences for health topics, program components, and availability are lacking. A mismatch between employee interests, schedules, and availability and the worksite health promotion program may limit program participation (49). Although many programs provided a rationale for the health topic of interest, only 1 study directly collected feedback on employee preferences before launching the program. Asking employees about their preferences could provide critical insight into motivating employees to participate, resulting in a more effective program.
Lack of time is a consistent barrier to making health behavior changes among working adults (50). Providing programs at the worksite provides a realistic strategy for overcoming this barrier while also reaching overweight or obese working adults. The interventions assessed in this study demonstrate the potential effectiveness of worksite health promotion programs in helping adults improve physical activity behaviors, which can result in improvements in body mass index and other health-related outcomes, such as blood pressure and cholesterol levels. The workplace can also promote sustainability of behavior changes because working adults spend consistent, substantial amounts of time there.
One potential limitation of this review is the methodology of the literature search, which may have excluded some studies in the initial screening. Publication bias might also have been a limitation, given that all studies included in the review reported positive program outcomes. Additionally, the methods outlined by the authors in their articles were used to complete portions of the HSC. If intervention methods were not fully described in an article, then they would not have been reported in our review.
Studies included in our review had some methodological limitations, which may have affected some of our conclusions. For example, some studies lacked randomization and use of a control group, which may have limited their internal validity. Many stud-PREVENTING CHRONIC DISEASE VOLUME 15, E84
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www.cdc.gov/pcd/issues/2018/17_0463.htm • Centers for Disease Control and Preventionies enrolled fewer than 100 participants, which likely limited the generalizability to larger worksites. Selection bias may have also been present since employees who are motivated and healthy may be more likely to participate in worksite health promotion program than employees who are less motivated and less healthy. The length of worksite health promotion programs and follow-up period also varied; some programs may not have been in operation long enough to realize program effects.
Despite these limitations, our review used a novel approach to identify key strategies implemented by effective worksite health promotion programs. Organizational-level policies such as incentives, HRAs, health promotion committees, and demonstrations of leadership support may be more likely than other policies to improve employee physical activity and, potentially, productivity. The inclusion of the HSC provided insight into program components that affect physical activity behaviors. Our results could be used to inform workplace wellness committees and decision makers in occupational settings about policies and organizational supports that facilitate healthy behavior changes, especially for physical activity. Future research should focus on using the HSC framework to assess worksite health promotion programs and finding effective strategies for motivating workers to stay engaged in worksite health promotion programs. PREVENTING CHRONIC DISEASE VOLUME 15, E84 PUBLIC HEALTH RESEARCH, PRACTICE, AND POLICY
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